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Abstract 
Background: Interest in interprofessional education (IPE) to promote effective
interprofessional collaboration (IPC) has gained momentum across healthcare,
professional education, and government sectors. In general, the IPE literature tends
to report single-site studies. This article presents a rare study that reports a large-
scale multi-site IPE initiative. It draws upon a newly developed notion of main-
streaming—introduced to the literature by Barr and Ross—that helps illuminate
the implementation issues related to an IPE initiative. 
Methods and Findings: A realistic evaluation framework was employed to explore the
overarching impact of this large initiative (involving 6 IPE programs within 13 hos-
pitals) on the teaching hospital network in which it was implemented. Qualitative
methods were used to gather a total of 142 interviews with program leaders, facilita-
tors, and learners. Findings provide insight into the mainstreaming of IPE in relation
to educational, professional, and organizational outcomes. Educational outcomes
detail how inter-organizational partnerships developed among hospitals with the
sharing of ideas and resources for implementing IPE and IPC. Professional outcomes
describe learners’ experiences of increased awareness of the policy agenda and the
meanings and value they attach to IPE and IPC. Organizational outcomes demon-
strate that interprofessional champions with senior management support and pro-
tected time were core mainstreaming elements, and yet participants outlined a range
of concerns and desires for the sustainability of this IPE initiative. 
Conclusions: This article provided empirical insight into the perceptions, ideas,
and experiences of IPE from a wide range of program developers, facilitators, and
attendees. Barr and Ross’ concept of mainstreaming and the use of a realistic eval-
uation framework provide a useful way to illuminate the processes and outcomes
of implementing a large multi-institutional IPE initiative. 
Keywords: Interprofessional education; Interprofessional collaboration; Main-
streaming; Realistic evaluation
Introduction 
In Canada, interprofessional collaboration (IPC) has become a mainstay for helping
to address the health human resource shortage crisis [1]. IPC is defined as the pro-
vision of comprehensive health services to patients by multiple healthcare providers
who work collaboratively to deliver the best quality of care in every healthcare set-
ting [2]. IPE, defined as an activity “when two or more professions learn with, from
Journal of Research in
Interprofessional 
Practice and
Education
Vol. 1.1
November, 2009
Journal of Research
in Interprofessional
Practice and
Education (JRIPE)
Vol. 1.1
© 2009 
Corresponding author:
Elisa Hollenberg
Email:
elisa.hollenberg
@utoronto.ca
www.jripe.org
and about each other to improve collaboration and the quality of care” [3] has been
advocated as an essential factor toward IPC [4]. 
Policy makers regularly call for effective interprofessional collaboration (IPC) as
a key mechanism for tackling poor service delivery, reducing errors, and contribut-
ing to service modernization [1,5]. Research suggests that gains in patient care can
be realized when staff regularly interact to negotiate and agree upon their work
[6,7]. However, efforts to implement interprofessional practice are often limited by
a weak grasp of how to work together, poor leadership of teams, the effects of pro-
fessional socialization, status differentials between practitioners, and the impact of
organizational change [8].
Increasingly, IPE is recognized as a necessary component for life-long learning
among healthcare professionals to strengthen IPC [4,9]. In the United Kingdom,
for example, IPE is often advocated as a solution to enhance the collaborative
efforts of health and social care staff [5]. Findings from systematic reviews have
substantiated claims that post-licensure IPE can enhance collaborative knowledge
and skills as well as contribute to improvements in the delivery of care [10,11,12].
In the UK, the integration of IPE into professional education and other domains
(e.g., pre- and post-qualifying education, professional regulatory bodies) has
become more common. As a result, Barr and Ross [13] argue that IPE is becoming
more of a mainstream activity. Important factors that have brought additional
credibility and sustainability to IPE are securing government support and a com-
mitment to IPE from professional associations, service agencies, universities, and
regulatory bodies in the UK. Table 1 outlines elements that are essential to main-
streaming IPE [13].
The “mainstreaming” of IPE and factors influencing the increasing interest,
implementation, and success in delivery of IPE at a national level have been dis-
cussed in relation to a UK context. However, there is limited literature on
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Table 1
Factors contributing to mainstreaming IPE
Central government and policy-level support for incorporating IPE into professional pre-qualifying and post-qualify-
ing education programs;
IPE training during pre-qualifying professional education within academic institutions and/or through academic
internship placements in the practice setting developed in partnership with local health service agencies;
Developing and delivering work-based post-qualifying professional education IPE programs to staff in healthcare
service agencies to develop a practice context that can consolidate pre-qualifying IPC training;
Having various institutions, including central government, professional associations, service agencies, universities,
and regulatory bodies, mandate IPE as a requirement through their professional regulations;
Having systematic reviews to assemble an evidence base to prove the efficacy of IPE;
Examining and critically reviewing theoretical perspectives that are being developed by various disciplines to explain
and teach IPE in academic settings. 
Note: This table is a summary of Barr and Ross' factors [13] contributing to mainstreaming. 
whether IPE has become mainstream in other national contexts such as Canada,
where there has been comparable research, government interest and policy sup-
port for IPE.
This article presents findings from a recent Canadian IPE initiative, which is
argued to be an example of IPE mainstreaming. The initiative involved 6 IPE pro-
grams and over 1,000 participants. It was designed to enhance knowledge about and
interest in IPC among hospital staff and leaders working in different institutions
within the same teaching hospital network during the same nine-month timeframe.
The initiative was also intended to prepare hospital staff to implement and role
model IPC for health professions students. The article examines the professional,
educational, and organizational outcomes that were produced and how they may be
examples of mainstreaming. It also examines how implementation processes in the
national and local context may contribute to the initiative’s outcomes and to the
mainstreaming of IPE [13].
Methods
A realistic evaluation framework [14,15] was employed to help illuminate the contex-
tual influences, mechanisms, and the overarching impact of the initiative on the hospi-
tal teaching network in which it was implemented. Realistic evaluation differs from
other forms of evaluation as it not only examines the outcomes or the effects of an
intervention, but also seeks to understand the context and mechanisms (e.g., interven-
tions) that contribute to these effects. Steven, Dickinson, and Pearson [16] state that,
according to this approach, context consists of the broader historical, cultural, eco-
nomic, geographical, and structural factors that exist at the time of the initiative. The
term mechanism can refer to an educational intervention [16], as it does in this article.
Design and methodology
A multiple case-study approach [17] using qualitative methods (interviews and doc-
uments) was used to evaluate the large-scale initiative. Six IPE programs were
designed to catalyze knowledge and interest in practice-based IPC.
The qualitative interviews contributing to the realistic evaluation approach,
aimed to explore the nature of the mechanism (e.g., the large-scale IPE initiative) in
this project. Using semi-structured interviews, facilitators and leaders of the pro-
grams were asked to describe their experience with the way their program was
planned or implemented. Learners were asked to describe their learning experience.
All participants were also asked about changes in perceptions, attitudes, awareness,
readiness, and knowledge/skills; changes in behaviors towards collaboration; about
what would be necessary to sustain interprofessional activities within their own
workplaces; and about barriers and facilitators to change. Through these questions,
the mechanisms and context factors that may have influenced the creation of the
program’s outcomes and impact were examined.
Documents generated during the initiative, including IPE program descriptions
and meeting minutes, were also gathered. These data were used for the purposes of
describing the context and mechanisms at play within this project.
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Ethics approval was received to conduct this work, and as such, participation in
interviews and questionnaires was voluntary, confidential, and anonymous. 
Data collection
Qualitative interviews were distributed across the six IPE programs within the ini-
tiative using a purposeful sampling method to recruit participants from a range of
different professional groups and project roles (learner, facilitator, leader) across the
programs. There were a total
of 142 interviews across pro-
grams, including 52 inter-
views with project leads, 30
with facilitators, and 60 with
program attendees at the
beginning (N = 63) and after
the IPE programs were imple-
mented (N = 79) (see Table
2). A total of 105 individuals
from different professions
participated in the inter-
views. Due to the complexity
of the projects, and depending on who agreed to interviews, only 37 individuals
were interviewed twice while 68 were interviewed once. When only post-program
interviews were conducted, questions about background and context were included
from the early interview schedules.
Of the 105 participants interviewed, the majority were staff from the health profes-
sions (52%, N = 55), with 26% of participants from nursing (N = 27) and 14% from
medicine (N = 15) (the remaining 8 participants were consultants hired to assist with
the development/implementation of programs). The professions most represented
were physiotherapy (11%, N = 12), social work (10%, N = 11), and occupational ther-
apy (7%, N = 7). 
Analysis 
Interview data were tape-recorded and transcribed verbatim. Researchers worked
together initially to develop a common coding framework that could be used across
programs. To do so, the findings from the six IPE programs were divided up among
research team members, who were asked to code a small number of learner, facili-
tator, and project leader interviews from these programs. The interviews were each
coded using an inductive thematic analysis approach. In inductive thematic analy-
sis, the researcher identifies themes using an open-coding method, without refer-
ence to a pre-existing framework such as an interview guide or a specific theoretical
perspective [18]. The researchers then met to compare the results of their initial
open coding to identify common themes across the same type of interview (e.g.,
learner, facilitator, project leader) and across the six programs. Common issues
across the six programs were generated, resulting in a common coding framework
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Pre-
Program
Post-
Program Total
Learners 17 43 60
Leads 26 26 52
Facilitators 20 10 30
Total 63 79 142
Table 2 
Qualitative interviews 
that was agreed upon for learners, facilitators, and leaders. Interviews from each
program were then analyzed using this framework. 
Findings
As noted above, the use of a realistic evaluation approach helps to explore and
examine the relationship between the context, mechanism, and outcomes. This
section of the article presents findings in three main parts. Firstly, background
information (context) is offered, revealing how the national and local context
helped create willingness for the development of this initiative. Secondly, informa-
tion on the initiative and its associated six programs (mechanism) is provided.
Finally, key outputs (outcomes) linked to the implementation of the initiative are
presented.
Context
The 2003 First Ministers’ Accord on healthcare Renewal in Canada [1] identified
the importance of changing the way healthcare professionals are educated so that
their education and training prepare them to practice interprofessional care [19].
This national directive was implemented in the province of Ontario through
HealthForceOntario’s key document, Interprofessional Care: A Blueprint for Action
in Ontario [2]. The Blueprint for Action outlined a number of steps needed by edu-
cators, healthcare providers, regulators, and policymakers to enable healthcare
providers to practice in a more collaborative manner across Ontario. This docu-
ment helped set the context for advancing the interprofessional agenda across the
province. Significant funding for these types of initiatives was granted through
provincial competitions. Policy directives were being drafted for legislative changes
through a Ministry of Health-appointed Health Profession Regulatory Advisory
Council, who was asked to recommend “mechanisms to facilitate and support inter-
professional collaboration between health colleges” [20] to support the advance-
ment of interprofessional care. Political will for developing and implementing IPE
was therefore high both nationally and provincially [21].
The IPE initiative described in this article was awarded one of the funding
opportunities from the Ministry of Health and Long Term Care (MOHLTC) under
the Interprofessional Mentorship, Preceptorship, Leadership and Coaching
(IMPLC) fund. The funding brought together participants for this project from the
University of Toronto and the Toronto Academic Health Sciences Network
(TAHSN), (made up of 13 hospitals). The overall purpose of the project was to cre-
ate a foundation to advance the practice of IPC through the development and
implementation of IPE. 
Mechanism 
This interprofessional initiative involved the development of six IPE programs
focused on the four main programmatic themes related to interprofessional lead-
ership, mentorship, preceptorship, and coaching that were required for the funding
award (see Table 3). Each of these programs was led by different hospital leaders
Journal of Research in Interprofessional Practice and Education
Journal of Research in
Interprofessional 
Practice and
Education
Vol. 1.1
November, 2009
www.jripe.org
14
Mainstreaming IPE
in Hospital Settings
Hollenberg,
Reeves, Beduz,
Jeffs, Kwan, Lee,
Lowe, Merkley,
Sinclair, Tassone, 
& Oandasan
and project teams. Over 1,000 individuals from a wide range of professional back-
grounds engaged in the initiative as project leaders, facilitators, and learners.
A steering committee was responsible for overseeing the project as a whole. The
collaborative efforts at this level helped to ensure that each of the six individual IPE
initiatives and their sub-projects were strategically incorporated within the overall
vision for the transformation of interprofessional care across the network. In addi-
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IPE program Details
Leadership 
(Hospital 1)
Interprofessional teams of leaders from 13 teaching hospitals attended three phases over a
four-month period. Phase 1 was a three-day workshop on IPC and IPE concepts and theory.
Project teams were invited to develop an action plan for an IPE or an IPC collaboration initia-
tive within their organization. Phase 2 was a half-day session on early progress and next steps.
Phase 3 was a one and one-half-day workshop for leaders to share outcomes of IPE/IPC pro-
gram implementation.
Mentorship 
(Hospital 2)
Health providers were paired with a member of a different professional group over a three-
month period. Mentors and mentees attended two initial workshops covering 1) conflict res-
olution, teamwork, communication, and 2) IPE and IPC principles, theory, and concepts. A
networking database was created specifically to facilitate scheduling, evaluation, and in-per-
son or virtual meetings for participants.
Preceptorship 
(Hospital 3)
A manual and teaching tools were developed for teaching hospital staff and faculty interested
in developing and delivering their own student IPE placement programs. The training materi-
als were piloted and adapted based on feedback. Final tools for the IPE student preceptorship
program were produced for distribution across the teaching hospital network, including pres-
entation materials, handouts, and facilitation tips.
Coaching 1 
(Hospital 4)
Three types of IPE coaching programs were newly developed and delivered to raise awareness
about IPC at different levels within the institution, including 1) an interactive e-learning
resource for all staff on IPC and patient- and family-centred care (PFCC) core concepts, 2) a
workshop to coach the general and sub-specialty medicine (GSM) team to work from an IPC-
PFCC model, and 3) a workshop coaching organizational leaders in IPC-PFCC concepts, theory,
and planning.
Coaching 2 
(Hospital 5)
A half-day IPE coaching workshop was newly developed and delivered to coach an interpro-
fessional Emergency Department (ED) team to assess and promote the health and safety of
older patients in their care. This workshop was delivered over time until all staff from the large
ED department had attended in smaller subsets of interprofessional groups.
Coaching 3 
(Hospital 6)
Coaching programs were newly developed and implemented at three levels to seed aware-
ness about IPE/IPC across the organization. Programs included 1) further developing skills and
leadership capacity of a pre-existing IPC leadership/coaching team, 2) IPE workshops on inter-
professional health assessment and patient-centered care, and 3) IPE workshops on IPC for
the general internal medicine (GIM) program.
Table 3 
Details on the interprofessional education programs
tion, appreciative inquiry, an organizational development approach, was used to
help support program development and delivery [22].
Toward the end of the initiative, a two-day conference was held to discuss project
outcomes and organizational planning. The work of all the programs was brought
together so that the broader community could also reflect on their learning and con-
sider ways to continue its further advancement.
Outcomes
This section of the article presents the four major outcomes from the initiative—edu-
cational, professional, organizational, and a desire for sustainability. Educational out-
comes refer to learning by project leaders, individually and collectively across the
teaching hospital network, about the design, implementation, and delivery of IPE pro-
grams. Professional outcomes refer to how the IPE programs influenced the aware-
ness, attitudes, perceptions, and knowledge of individual practitioners. Organizational
outcomes refer to aspects of the initiative that were thought to be helpful for embed-
ding IPE within host organizations delivering an IPE program. A desire for the sus-
tainability of IPE within the teaching hospital network was a final outcome of the
initiative reported, with suggestions for what would be necessary to achieve this goal. 
Educational outcomes
Generally, participants gained insight into the advantages of working collabora-
tively with their clinical colleagues from different professional groups when plan-
ning and delivering IPE:
We chose a group of six people from very different professions, very
different backgrounds, very different parts of the organization; . . . we
have a lot of fun, but also a lot of really creative ideas. It’s really excit-
ing to be co-creating something together. (Nurse, Project Leader)
As a result of this collaboration, many project leaders mentioned that the initia-
tive had provided them with an impetus to review current educational practices and
organizational policies through an interprofessional lens. Leaders also learned of
the advantages of collaborating with other organizations. Interactive processes
encouraged practitioners to come together and share ideas and resources and to net-
work in relation to IPE development in a manner that had never occurred. As a
result, a number of interpersonal and interprofessional, links and partnerships were
formed between a variety of different practitioners, managers, and educators. 
We can really learn from one another . . . we are getting calls from
the different [hospital] sites, asking questions about, “how are you
doing this and that,” so there’s a good collegial sort of support which
is developing out of it as well. (Nurse, Project Leader)
Participants gained new insights into the advantages of sharing interprofessional edu-
cation tools with each other (i.e., training manuals, facilitation aides, curricula, and
teaching materials), which were developed and shared between project partners.
Leaders expressed their appreciation of sharing resources, learning, and develop-
ing new connections and relationships across professions and organizations as a
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result of this project. A new cohesiveness in relation to IPE planning to prepare the
teaching hospital to accommodate pre-entry to practice placements was developed
from the project within and across the network of healthcare institutions. Indeed,
many participants felt that this initiative helped to create a new collaborative culture
across the network of participating hospitals. 
Professional outcomes
As the focus of the evaluation was to examine the overarching goal of the initiative
to embed interprofessional approaches, professional outcomes are reported across
programs rather than for individual programs. When grouped together, it was
found that the set of IPE programs had collectively influenced the awareness, atti-
tudes, perceptions, and knowledge of individual practitioners in ways that had the
potential to enhance interprofessional care. Learners and leaders generally
reported learning about the roles and scopes of practice of their professional col-
leagues.
Having them [other healthcare professionals] there and listening to
what they were saying and what they were—all the things that each
individual did on a daily basis—just opened our eyes more, I guess.
And, of course, I have more respect for colleagues and everything
else. (Nurse, Learner)
Whereas learners gained such insights during IPE programs, facilitators and
leaders generated these insights through working with colleagues from other profes-
sions in planning and delivering IPE programming. Many felt that their IPE partic-
ipation helped strengthen their understanding of how to collaborate and work
more effectively as a member of an interprofessional team: 
[The value was in] being interprofessional: learning the language of
other professions. Learning the perspective and then seeing the whole
picture has really, really given me a strong competence in my ability to
look at the total patient situation that I didn’t have. (Nurse, Facilitator)
Learners, facilitators, and leaders alike also gained a new understanding of the
meaning of IPC:
I think what it [the initiative] did is it brought a focus in terms of a
way of—and obviously a well-thought-out way of—looking at team-
work and interprofessional teamwork, a common definition, common
approaches, some of the conceptual models. (Social Worker, Learner)
There were also new understandings among learners in relation to the policy
agenda for IPC and IPE. Participants, including learners, facilitators, and leaders,
had not realized that the movement was quite so large, before.
Despite general enthusiasm for IPC among learners who participated in inter-
views, there were observations by leaders about more skeptical participants attend-
ing the IPE programs who were not yet converted. Such participants were quick to
point out the absence of randomized controlled trials, the lack of patient care out-
come data, or increased system efficiency findings. Leaders were concerned about
their inability to provide the kind of feedback requested. Leaders responded by
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arguing that “the lack of evidence from randomized controlled trials doesn’t mean
that there is evidence to the contrary” (Psychologist, Project Leader). Leaders grap-
pled with articulating the return on investment in ways that were evident to all
stakeholders.
Organizational Outcomes
This section presents organizational outcomes associated with this initiative in
relation to the goal of embedding IPE at the post-licensure level. This relates specif-
ically to factors that need to be in place at the organizational level to promote and
support IPE. 
Learners noted the importance of increased time allotted for discussions about
interprofessional collaboration. The discussions facilitated by the initiative would
not normally occur in their organizations’ regular work environment because of
time constraints and the absence of regular opportunities to meet with their col-
leagues from other professional groups. One learner stated their appreciation of this
time to interact:
I hope there is more opportunity, I know there is discussion, but I
hope there is opportunity for this to be repeated because I think it
was valuable. I think we get so few opportunities to work together
other than the day-to-day clinical stuff that it is very valuable
because you can’t figure things out like that when you are in the mid-
dle of getting through your day’s work. (Physiotherapist, Learner)
Collectively, leaders considered that it was necessary to bring together different
healthcare professionals and managers within their hospitals who were acting as
interprofessional “champions.” They believed it would be important for the interpro-
fessional champions to be less isolated in their individual institutions and to coor-
dinate their educational strategies. The initiative was seen as being instrumental in
bringing leaders together to work across clinical programs:
So you have five leaders who have been working in isolation for years
with some interaction. But a project like this forces people to step it
up to the next level and work on integrating . . . ideas and really shar-
ing in a much more meaningful and practical level because it all gen-
erates into work. (Physician, Project Leader)
Leaders also emphasized the importance of having a common agenda for IPE
across the participating hospitals, supported by the university affiliated with all of
the hospitals. This kind of external support was considered monumental in provid-
ing the momentum to embed and sustain the early gains associated with this initia-
tive at an organizational level: 
“they [the executive team] have sort of, a greater context to put to
this discussion and when it’s not just your hospital but it’s a collabo-
rative of hospitals and the university talking about the same thing, it
adds a lot of support to the argument. . . . project is part of a bigger
project.  I think that’s the more meat on the bones.”  (Physiotherapist,
Project Leader)
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As a result of having external support, it was noted that institutions were initiat-
ing changes to promote enhanced IPE. These changes included identifying local
interprofessional champions and developing educational materials to support
future training programs. 
Following the delivery of the six interprofessional programs, there was agree-
ment that a new organizational culture was evolving in many of the participating
organizations. Indicators that were cited for this shift included senior management
support for developing IPE and IPC, an adoption of collaborative practice protocols
and hospital policies, and a pooling of institutional resources to capitalize on inter-
professional gains from the initiative. 
Sustainability 
In addition to the outcomes that emerged from this large-scale initiative, partici-
pants began to share their reflections on what would be necessary to sustain IPE ini-
tiatives. There were suggestions for what was felt necessary at the educational,
professional, and organizational levels. 
As described earlier, in the absence of an evidence base for IPC, leaders felt it was
important to find creative ways to promote this new approach. They hoped that
their efforts would gradually advance the IPC approach within their institutions by
increasing professional- and individual-level support for IPC. 
Adequate representation and endorsement from all professions was also noted
as critical for sustainability and success. In particular, concern was expressed about
the limited involvement of physicians. Participants felt that future experiences
should aim to ensure a higher degree of participation from this group, especially if
they were going to be a mainstream professional development activity. Indeed,
physician buy-in was regarded as a key element for success in the sustainability of
such initiatives:
It was very good in terms of how much representation there was
from various groups, but definitely the physician side is important,
and the two doctors that came, it was great to have them. But, you
know, it was a very small percentage of the group, because certainly
in any hospital setting, if you don’t have the doctors on board, it is
hard to move forward with some things. So that was, that would have
been good to have more involvement from them. (Physiotherapist,
Learner) 
To reinforce and embed professional outcomes, participants of this initiative also
emphasized a need for IPC to be mandated as a professional requirement within
their organizations. 
To sustain educational outcomes across the teaching hospital network, leaders
expressed a need for increased communication and joint planning with universities
for IPE programs. Concern was articulated about the potential separation that would
develop if the hospitals and the universities were not aligned with the values of IPE.
The university can’t be developing curriculum around IPE for their
students and then dumping them into an organization . . . we really
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need to have one agenda. I think this is a really unique opportunity
for the university and the hospitals to work together and sort of
break down the silos between those two big organizations on creat-
ing one strategy that crosses both areas. (Nurse, Project Leader) 
Finally, there were suggestions by learners, facilitators, and leaders for factors
that could enhance the sustainability of the initiative at the organizational level.
Despite reporting that their interprofessional experiences had provided them with
knowledge and confidence for developing more collaborative approaches, a number
of participants were unsure about the actual practicalities of initiating such a wide-
spread change within their institutions: 
The practicalities and the realities of it are that it will take a lot of
work to bring it to fruition . . . we’re just a little group here, it’s only
five people. So I think . . . there are 2,700 people in this organization;
how do we have an impact? But I am very excited about our [IPE]
program and what we’re doing, and I see that the learning we get
from the project will help us to understand how we can move for-
ward in other parts of the organization. (Nurse, Learner)
Educational reminders and refresher sessions were thought necessary to sustain
knowledge and momentum at the organizational level within the hospitals. It was
also considered that there was a need to train a larger group of facilitators within
each institution. 
Discussion 
This article aimed to develop an understanding of the implementation of a large ini-
tiative involving six IPE programs and staff from a network of 13 teaching hospitals
working in collaboration with a single university. Barr and Ross’ [13] notion of main-
streaming IPE was employed as a lens through which to view the array of issues
related to the development and implementation of a large IPE initiative. 
A realistic evaluation approach was used to explore how contextual factors
helped shape mechanisms that, in turn, contributed to the generation of a range
of outcomes across the hospital teaching network. As indicated above, there were
a unique set of contextual circumstances at the time of the initiative. The politi-
cal will of the provincial government along with the opportunity for interprofes-
sional funding contributed to the momentum of this initiative. In addition to
contextual factors, there were key process factors, or mechanisms within the proj-
ect, that can be linked to the project outcomes. The main process or mechanism
of the initiative involved an interconnected set of IPE programs developed by
leaders and their newly formed IPE development teams within their respective
institutions.
Collectively, the programs were intended to develop different kinds of IPE activ-
ities that could be piloted through their initial delivery with this project, shared
across organizations during the project, and then shared across the local academic
health sciences network following the project. As stated earlier, it was also hoped
that the initial implementation of these programs would begin to teach and advance
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IPC practice among staff in the participating hospitals—a location where new
health professionals were also prepared for practice. Although the individual pro-
grams contributed to a range of educational- and professional-level outcomes, the
overarching mechanism was that these simultaneously developed programs would
provide learning opportunities that went beyond the individual learning in order to
have a wider impact on the local community. 
As a large interprofessional initiative, this project provides an example of how
multiple stakeholders can take on different roles through different projects to imple-
ment a single change process to advance IPE and IPC in a complex yet organized
fashion. The educational, professional, and organizational outcomes detailed in this
article assist also in articulating that different outcomes can be attained for those
involved in an interprofessional change process.
The two principal educational-level outcomes of the project were increased col-
lective knowledge for the development and design of IPE programs across the
teaching hospital network and improved integration of IPE into the post-qualifying
practice setting. These outcomes are linked to the above mechanisms. There were
numerous opportunities for project leaders to meet and work together to develop
their IPE programs through sharing about the status, challenges, and successes of
their respective projects.
The professional-level outcomes involved gains in knowledge about IPC con-
cepts at an individual level. These gains were made evident through the voices of
participants and leaders. These individuals expressed more awareness of the scopes
of practice of other health professionals, a new awareness of broad political support
for IPE and IPC, and changes in personal attitudes, including confidence in work-
ing collaboratively, interprofessionally, and inter-organizationally. There were equal
barriers to the influence of the IPE initiative as a whole on interprofessional atti-
tudes and perceptions among frontline workers as participants challenged the value
of IPC due to the lack of quantitative research evidence for this approach.
Sustainability factors identified through the study affirm factors articulated by
Barr and Ross [13] in their mainstreaming framework. Beyond the initiative itself,
additional factors were thought necessary to embed interprofessional initiatives
into professional education in an enduring way within this setting. First, partici-
pants identified a need for partnerships between universities and practice settings
to develop the practice environment and a commonly held agenda for IPE to
accommodate students moving from the pre-qualifying to the post-qualifying set-
ting for internship placements. As noted by Barr and Ross, such collaboration is nec-
essary “to formulate a coherent and unifying rationale for career-long continuing
professional education that interweaves uniprofessional, multiprofessional and
interprofessional strands in university and workplace” [13, p. 100]. 
Second, there were concerns expressed by leaders for an evidence base to prove
the efficacy of IPC that they could use to convince the non-converted to increase
peer support for IPE within their institutions. Similarly, there were suggestions in
this study that for participation in IPC to become mainstream, as suggested for IPE
by Barr and Ross [13], it would need to be “written into regulations for professional
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education by professional institutions and regulatory bodies, services agencies and
central government” (p. 100). These requirements could increase the participation
of less-represented professions in IPE programming and also increase chances that
learning would be transferred to practice if the approach was mandated rather
than voluntary. Interestingly, Barr and Ross call for this evidence base and for writ-
ten regulations for IPE, whereas, in our findings, there was a call for articulating
the evidence base and the need for accountability structures for the practice of IPC.
This distinction may be related to the Canadian context that articulates the distinct
but interdependent nature of IPE and IPC.
Recent Developments 
Locally, since the completion of this project, there has been an increase in the num-
ber of interprofessional leaders hired such that they are currently in place in 11 out
of 13 hospitals. IPE placements have been piloted in 12 out of 13 hospitals. Many
of the original participants and leaders meet regularly through a community of
practice forum to continue to learn about how to advance interprofessional activi-
ties across local networks. 
At the provincial level, three more funding cycles have been put into place for
advancing interprofessional initiatives in the province of Ontario. Ontario is also in
the process of implementing the Blueprint for Action through its HealthForceOntario
strategy [2]. At the national level, IPE accreditation principles have recently been
released for six health professional educational programs in Canada [23]. As a result
of these developments, the interprofessional activities continue to evolve within
Canada at a range of different (local, provincial, and national) levels and across edu-
cational and practice settings. 
Conclusion 
This article provided empirical insights into the perceptions, ideas, and experiences
of IPE from a wide range of program developers, facilitators, and attendees who par-
ticipated in a large multi-institutional IPE initiative. Barr and Ross’ [13] concept of
mainstreaming has provided a useful frame to help examine the processes of imple-
menting a large-scale IPE initiative. The findings indicate that the mainstreaming of
IPE is possible through bringing together hospitals in the same teaching hospital
network to participate in a strategic process to learn about IPE and IPC.
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